Anastomotic leak occurred at esophago-jejunostomy site leading to left-sided pyothorax along with wound infection / dehiscence in postoperative period. Persistent respiratory distress needed ventilatory support and tracheostomy. Later, left thoracotomy and decortications along with end esophagostomy were performed. After prolonged ventilation and hospitalization with the use of parenteral nutrition and FJ feeds, the condition of the patient improved. Finally, she was discharged on full FJ feed. After 5 months, retrosternal, antiperistaltic colonic transposition based on the middle colic artery was performed as there was no stomach and esophagus [ Figure 2b ]. There was a leak on cervical anastomosis in the postoperative period, which was managed by conservative means. Later, FJ tube was removed in follow-up. Patient is under follow-up for the last 2 years without any complaint. She is feeding well and gaining weight.
Eventration of diaphragm can be complicated by acute gastric volvulus, chronic gastric volvulus, or chronic recurrent volvulus of the splenic flexure of the colon. Gastric volvulus in eventration of diaphragm is rare, Sir, Gastric volvulus can be classified on the basis of the underlying etiology into primary or secondary. In approximately 70% of cases, it occurs secondary to anatomical or functional disorders of the stomach or the adjacent structures such as spleen and diaphragm.
[1] Eventration of diaphragm associated with gastric volvulus is an uncommon condition and needs prompt attention and urgent surgical interventions. Delayed intervention may lead to series of complications and morbidity, especially in emergent situations.
A 3-year-old female child weighing 10 kg was presented with abdominal pain, recurrent vomiting, fever, and upper abdominal distension for the last 5 days. Her general condition was low and she looks pale, dehydrated, and toxic. She was tachypneic, and there was no breath sound on the left side of the chest. The upper abdomen was distended and had tenderness with guarding. She had retching instead of vomiting, and nasogastric tube could not be negotiating into the stomach. Plain X-ray showed a very high position of left diaphragm in the chest with air-fluid level without any free gas in the abdomen. She was rapidly resuscitated and operated. There was organo-axial gastric volvulus leading to complete gangrene of the whole stomach involving lower end of the esophagus and pylorus. Stomach was distended, and there was associated malrotation of gut. The spleen, pancreatic tail, colon, left lobe of the liver, and part of small bowel were also lying high in thorax [ Figure 1 ]. The left lung was hypoplastic. After correction of malrotation, total gastrectomy was performed with excision of the lower end of the esophagus. Duodenal stump was closed, and it was first described by Berti in 1866 in autopsied patient, and the first operation was performed by Berg in 1897. [2, 3] Approximately, over 400 cases have been reported in literature, in which, at least two-thirds are of chronic or recurring type. [3] Organo-axial volvulus is more common and occurs in 60% of cases. [3] Mesentero-axial variant of gastric volvulus is less commonly encountered and is not usually associated with diaphragmatic anomalies. [1] [2] [3] The third and rarest form of gastric volvulus is when the stomach rotates about both the organo-axial and mesentero-axial resulting in a combined volvulus. [1] [2] [3] Borchardt's triad of severe epigastric pain, retching, and inability to pass a nasogastric tube is present in 70% of cases and is believed to be diagnostic for acute gastric volvulus [1] [2] [3] as occurred in our case.
Our patient presented late with gastric gangrene as in case one reported by Shukla RM et al. [2] and operated in suboptimal emergency situation. A series of complications, including anastomotic leak, pyothorax, wound infection/dehiscence, and sepsis, made the condition worse, leading to multiple major surgeries including esophageal replacement by colonic transposition. It causes prolonged hospitalization and financial/mental burden. Complications include gastric ischemia, gangrene, perforation, pancreatic necrosis, omental avulsion, and even splenic rupture in few cases. [1] [2] [3] Rarity of the disease accounts for the associated high mortality (30%-50%) and hence requires high index of clinical suspicion. [3] A prompt and correct diagnosis, followed by immediate surgery, remains the key factor in reducing the morbidity and mortality. To the best of our knowledge, very few cases of gastric volvulus requiring total gastrectomy have been reported in the literature. [1] [2] [3] In conclusion, to prevent this very high morbidity due to the complications of gastric volvulus in a case of eventration of diaphragm, early diagnosis of the condition, early surgical referral, and urgent surgical intervention after proper optimization of patient are advised. Any deviation from standard protocol may lead to complications, and a minor complication may result in further major surgery.
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